In this issue of Exercise and Sport Sciences Reviews, the article by Drs. Li and Hondzinski demonstrates that exercise training may reverse sensory deterioration, improve leg strength and gait speed, and prevent the early onset of peripheral neuropathy in patients with diabetes (5) . These findings are promising given that medical and nontraining therapeutic interventions provide some symptom relief but do not prevent or reverse disease progression. Their work described in this article adds to a growing body of research that has found that exercise training improves sensorimotor function and reduces fall risk in impaired populations. However, two important issues that still need to be addressed are assessing the impact of treatment on quality of life and independence, and determining the best treatment for a specific disability.
Whereas most papers focus on strength, sensory acuity, and clinical scores (e.g., the Berg Balance Scale, Up & Go test (Berg) and the Timed Up-and-Go (TUG)), Li and Hondzinski discuss the first important issue: improving quality of life and independence. A recent review suggests that although training improves basic outcome measures, it does not impact disability (4) . Therefore, there is a critical need to develop outcome measures that directly translate to improved independence and quality of life. Independence requires successful completion of daily activities, which are typically multitask in nature (1) . For example, talking to a spouse while leaning forward to put away groceries requires the maintenance of an unstable posture while listening, speaking, and performing a manual task. Although the ability to perform multitask behaviors emerges in childhood (2), disease and age compromise the ability to perform most daily activities and increase the risk of falling (1) . Therefore, measures of treatment efficacy should include multitask performance in addition to more typical assessments (6) .
The second important issue considers the most beneficial treatment for a specific disorder. For example, treadmill training improves disease severity in people with Parkinson's disease likely because of the rhythmic external cue of the treadmill belt and improved sensorimotor integration (3) . Treadmill training likely would be less effective in other disorders because it addresses key impairments of Parkinson's disease. The most effective treatment for each disorder cannot be determined from the existing literature because of the wide variety of exercise treatments, durations, and populations. Treatment with a trained therapist likely will be the most efficacious, but the implementation is not practical at a population level. From a public health perspective, the intervention must be inexpensive and readily available to the community, such as the Tai Chi intervention discussed in the article. Another option includes using interactive training devices. For example, various devices are available that require individuals to control their balance on an unstable surface while receiving real-time visual feedback of their performance. The interactive nature of these devices is motivating, and training can be completed with minimal therapist supervision. However, the efficacy of these devices has not been established fully. Future research should focus on training paradigms that are implemented easily, low cost, and likely to promote adherence. Multiple paradigms also should be compared in specific populations. Last, efficacy should be assessed through multiple measures, such as fall risk, quality of life, sensory acuity, multitask activities, and duration of benefit. Review papers that compare and summarize training paradigms in specific populations, such as the one by Li and Hondzinski, are needed to determine optimum treatment and facilitate translation to clinical practice.
